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Implications for public
The findings are important for the managers of public health centers. Information can be used to follow up on the staffs' moral conduct, devise disciplinary measures, or develop supportive motivation programs. Consequently, health seekers could benefit from good customer care.
Findings could contribute to the development of gender sensitive programs implemented by trained staff, thus motivating male participation. Health centers will be inspired to develop community sensitization strategies on the implication of male participation in programs, which is significant for influencing attitude change and participation.
This may contribute not only to the reduction of infant and maternal mortality but also to the creation of social harmony in communities.
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| INTRODUCTION
Over 5000 Ugandan women die each year from maternal-related causes. The country was noted to be off track in reducing the maternal mortality ratio by three-quarters 1 4 This policy developed strategies to address maternal health, among which included male involvement and promoting the spacing of pregnancies, although it did not quantify goals or targets. 4 It was on an assumption that men, who are involved in their partners' maternal health and concerned about their children health, are also concerned about human immunodeficiency virus (HIV) and sexual reproductive health (SRH).
Another assumption was that the death of a woman or a child has an equally devastating effect on the father.
The National Development Plan 2010/2011 to 2014/2015 had established targets for infant, child, and maternal mortality, which were in line with the MDGs, because the two development frameworks had similar completion dates. 5 These targets were infant mortality rate of 31 deaths per 1000 live births, under-five mortality rate of 56 deaths per 1000 live births and maternal mortality ratio of 127 deaths per 100 000 live births. All these efforts, indicate the government's commitment to the reduction of maternal and child mortality. Despite the available plans and programs, most of the developed strategies had not been fulfilled by the end of the MDGs. 6 This could be attributed to a number of reasons including social cultural factors, health care facilities, and program inefficiency.
In patriarchal societies, social and cultural perceptions regarding gender norms and roles devalue women and girls and undermine and restrict their social status. Livelihood opportunities, behaviors, and freedoms are also limited. 7, 8 Therefore, women's health and access to health services, just like any other aspect of life, is not alienated from this patriarchal influence. 7 Patriarchal values hinder male involvement in MCH as well. This is not only reflected in the inequalities and role segregation at the household level, but also through the analysis of the quality of services provided at health facilities.
At the family level, male involvement is confined to traditional socially constructed gender roles, with men's main responsibility being provision of funds. [9] [10] [11] [12] [13] It is therefore rare in most patriarchal societies to see men accompany women to antenatal care and being present for delivery. Traditionally, in most male dominated societies, women have been attended to and supported by fellow women during labor. [11] [12] [13] [14] Cultural beliefs, determine the social position of women which creates gender imbalances where men are decision makers, even on factors that affect women. 9, 15 Social relationships influence people's ability to determine their life choices such as managing their SRH and this has healthy implications. 13 Due to dominance, men also influence inter-spouse communication and perceptions of their fellow men on maternal health services. 7, 9, 13, 15, 16 This absence of inter-spousal communication and discussion can inhibit men's involvement in maternal health care services, which may prevent men from taking appropriate maternal health decisions. 13 The health infrastructure where labor and delivery takes place is sometimes a barrier to men's participation in MCH. 17 At institutional level, patriarchal indoctrination affects the health care services from the gender-biased literature, to gender insensitive health workers. This contributes to the negative attitude and perception of men towards participation in MCH. Information, education, and communication messages, which are part of the services in this setting and the design, all target women. [18] [19] [20] [21] Thus, RH programs have been feminized. 22, 23 In this kind of context, the provision of health services is never gender neutral, for it can exacerbate gender inequities. 7 Inequalities are categorized as discriminatory values, practices, behaviors, biases in health services and in health research among others.
Women's lower social status contributes to a lack of assertiveness, which not only undermines communication with their spouses but also with health care providers as well.
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It is also emphasized that even in instances where men are knowledgeable about prenatal, delivery, or postnatal care; they are often excluded from participating in routine care because the medical system does not accommodate them. 24 In addition, health care providers' attitude is one of the barriers to men's participation in MCH. 17, 23 Some of the health care workers are inclined to the idea that, labor and delivery places are for women therefore, they do not have an initiative to involve husbands in the care of their wives. 18, 25 Negative attitudes of health care providers seem to be a major problem in most developing countries as well. 18, 24 Male health providers may be distant, unsympathetic, and autocratic in their treatment of women during pregnancy and delivery. Contrary, Kululanga et al reveals that male midwives were very kind and took time to do backrub when the labor pains were very intense. 18 However, the diverging views show that determinants for male involvement in MCH may vary across boundaries of location and time.
| METHODS
| Study design and setting
Case study approach was used in order to understand the health facilities infrastructures and programs encouraging or discouraging men's participation in MCH. The approach enabled in-depth explanation of the phenomenon within its complexity and natural setting. 26 Male participation is a complex issue because, it is hindered by social, cultural factors, policies, laws, and strategies from local, national, and global level. Kabale District in South Western Uganda was the area of study. The district was selected purposively, because it is a highly populated patriarchal community and has the lowest hospital deliveries at 30% as compared with 40% in the country. 16 It also belongs to a region whose infant mortality rate is 76 deaths per 1000 live births as noted by Uganda Bureau of Statistics in 2011, which is the third highest in the country. 27 Two health centers in the sub counties of Rubanda and Rukiga (indicated in Figure 1 ) were purposively chosen because of their remoteness. Rukiga was particularly chosen because it was implementing a pilot project to sensitize men in maternal health participation. Muko Health Center IV and Mparo
Health Center IV from Rubanda and Rukiga subcounties, respectively, were chosen.
| Study participants
In the study, 124 respondents within the age bearing bracket and marriage category were sampled randomly from the lists availed by village leaders. Male respondents considered included only those in monogamous family settings.
Selected respondents had also varying characteristics as presented in Table 1 . Thirty-six people participated in focus group discussions (FGDs). Two groups (one for women, one for men) in each health center participated in the discussions. Each group composed of nine participants. Eight key informants selected purposively were interviewed. They included traditional birth attendants, village health committee members, health workers at the district in charge of MCH, heads of department of maternal wards, pediatric wards, and the health center managers.
| Data collection techniques
Questionnaires, interviews, document analysis, observation, and FGDs were used to collect data. The questionnaire was employed to obtain information related to the level of male participation in MCH programs. It facilitated the understanding of communities' views on whether the existing institutional programs and health system facilities discouraged or encouraged participation. Interviews were conducted with key informants for the exploration of 
| Data analysis
Both quantitative and qualitative data were analyzed in this study. Quantitative data were analyzed with the Statistical Package for Social Sciences. Content analysis of qualitative data was done according to relevance to MCH issues. Qualitative data were transcribed and examined for common themes. Emerging themes are presented and explained in Sections 3 and 4.
3 | RESULTS
| Level of male participation in MCH
The findings revealed a wide variation between female and male respondents. Fifty-one percent of the 63 female respondents said that, their spouses had never been involved in their maternal health care while 49%
confirmed that their spouses had often participated. Maternal health participation included accompanying spouse for prenatal and antenatal issues. However, records from health facilities revealed a ratio of female to male participation at 6:1 at Mparo and Muko health centers, confirming men's low participation in maternal health.
Through direct field observations, it was noted that men were barely present to participate in either antenatal or prenatal sessions at the facility. In the discussions with the healthy workers, one of the health officer showed desperation and said
We have been announcing in public places that all pregnant women should come along with their partners, but people do not take heed of these announcements. These communities are aware that we have a keen interest in male participation in health care but they are just adamant to respond.
The revelation from the health officer shows that communities have received information about the significance of male participation. The reluctance to participate could possibly imply that there are hindrances.
In child health issues, the findings were different. Sixty-two percent of 63 female respondents confirmed that their spouses had ever accompanied them to give birth, while 60% agreed that their husbands had ever accompanied them when their children under 5 years would be sick. The male respondents varied widely from the female responses. Seventy-seven percent of 61 male respondents confirmed that they had ever taken their spouse to give birth and only 23% had never. Seventy-five percent had ever accompanied their spouses to take children to hospital, whereas 25% had not.
There are variations in the level of men participating in MCH. Both men and women respondents revealed that men participated more actively in child health care than they did in maternal health. Men had participated in their children's health care by either taking children to hospital, accompanying their wives to take children or meeting all required financial and nutritional needs. This indicates that men were more concerned about child health than maternal health because, even giving birth was considered more of a child health issue during the discussions. In the group of men, a respondent asserted that This indicates that some of the women in society are contented with the husbands' financial support. Conversely, financial obligation is not enough in maternal health care. The presence and participation of men is equally important.
Contrary, it was noted that the level of men participation is still inadequate.
| Existing strategies and programs encouraging male participation in MCH
Existing strategies encouraging male participation were viewed from the perspective of the available health programs. The information focused towards the programs that the respondents would identify in their area and from key informants at the district and health centers.
Findings revealed that 64% of 124 respondents were not aware of any programs or strategies encouraging male participation in MCH, while 36% could identify some of them. Respondents not aware were mostly those that had never accompanied their spouses or children to health facilities. Health facilities had passed on information encouraging male involvement through places of worship, entertainment centers, and Village Health Teams (VHTs)
as confirmed by the health officers and some respondents. Surprisingly, some respondents were not aware of any existing efforts encouraging men participation in MCH.
During interviews with key informants at the health center, it was noted that respondents aware of these strategies were either enrolled, had relatives enrolled in the antiretroviral treatment clinic, or had ever attended Prevention of Mother to Child Transmissions (PMCT) and Elimination of Mother to Child Transmissions (EMCT) programs during antenatal visits. Respondents identified various programs encouraging male participation as summarized in Table 2 .
As indicated in Table 2 , PMCT and EMCT ranked high among the programs communities were aware of, as encouraging male participation in MCH. Relatedly, HIV prevention and care program ranked second. This not
TABLE 2 Health programs involving men identified by respondents (N = 45)
Programs Identified Percentage
PMCT and EMCT 38
HIV prevention and care 29
Family planning 20
Male circumcision 9
Children humanizationsurprising since it is a requirement for an expecting mother to come for couple counseling and voluntary counseling and testing sessions as one of the government's strategies towards realization of an HIV free generation.
Complementing the Government effort were other partners such as World Vision, Mariestoppes, and Elisabeth Glassier Pediatric Foundation focusing on children born with HIV with their project known as Star South West.
Male circumcision was also ranked among known programs because at the time this study was conducted, campaigns for circumcision by the government was almost at its peak. It should be noted, however, that the area of study is one of those regions without a culture of male circumcision. Some of the respondents though they had participated in it were not quite comfortable with the exercise as one respondent had this to say
With this male circumcision, most men in the village have become Muslims and for me I am worried my wife may not be enjoying sex as before because now my foreskin which was sensational is gone.
Circumcision was attributed to Islam due to social cultural constructs because Christianity dominates in this area.
Male circumcision was considered as male involvement in MCH because of its role in HIV infection prevention. Thus, a circumcised man by way of reducing on the chances of getting infected with HIV does not infect his partner and so contributes to good health status for the woman and child.
It can be noted that identified programs were all RH strategies incorporated in MCH services because of their contribution to Male participation. These programs have services that men could consume as health seekers and ultimately impacting the health status of their spouses, children, or both.
| Health facility factors and male involvement in MCH
It was deemed important to identify services offered at health facilities and the approach of service delivery. The study in one way was looking at existing facilities, while in another perspective, the service providers. Respondents satisfied with the services accounted for 40% of 124 respondents, while 60% were unsatisfied. Satisfied respondents mentioned factors that had contributed to their status which included good attitude or conduct of health officials, information and knowledge received from the facility, services offered such as voluntary counseling and testing, and special attention to couples. Information received included nutritional care, HIV prevention and care, immunization, and family planning. Reasons for dissatisfaction among the majority of respondents were probed as indicated in Table 3 .
Focus group discussions revealed that healthy workers were arrogant, impolite, and abusive. Respondents' asserted that when they came seeking health services, the health workers undermined them and abused them over simple mistakes. These abuses were especially rampant in antenatal clinics and labor wards. It was mentioned that some health workers solicit for money in order to make deliveries and on failure to do so, the client would be sent to the referral hospital. The client would also be requested to provide money for fueling the health center vehicle.
One male respondent during the FGD said that Such remarks from this respondent could not be taken frivolously. Probably, this could be one of the reasons why male involvement in MCH is still low in the study area. Probing the center in charge of the healthy facilities, one of the officers, in his opinion attributed these accusations to poor facilitation of health workers:
You see these healthy workers are unhappy … their remuneration is poor, sometimes working tools are not efficient, the working environment is not conducive and therefore, they sometimes transfer their frustrations on the healthy service seekers.
These revelations are disconcerting for they reflect a bigger problem in the healthy system and institution.
Though, some respondents declined to give reasons why they were not satisfied with services at the health center, during FGDs, they freely discussed. Respondents thought that the programs at the health centers lacked male tailored programs. Thus, men who would be involved in MCH lacked the motivation to do so. Findings show that men felt programs were not male centered, because they did not understand the role of male involvement in MCH. This was exposed in the women discussion where one respondent had this to say
My husband does not understand when I tell him that he does not care about my health, because he does not accompany me to hospital for antenatal visits … He normally retorts that he has no business to do at the healthy center.
This reflects the socially constructed values where roles of men and women are dictated and significantly vary. During the probing however, respondents had no suggestions on what could institute a male tailored program at the health facility on MCH.
It was also observed that the information in these programs is feminized and portrays the gender roles in society.
The information was only focusing on the emotions, health, and financial needs of the woman while emphasizing the husbands' responsibility to provide. It ignored the man's emotional needs when the wife is expecting. It was inconsiderate of the financial capacity on the part of men amidst unfavorable economic conditions.
Officials from the district health office and health centers were in agreement that health services were not gender focused and lacked gender streamlining. Thus, one of the district health officials suggested that there was need to carry out examinations such as blood pressure measurements, laboratory investigations in order to keep male partners interested in MCH services because
There is no specific package for men in MCH as a policy; midwives do what they feel will keep the man around waiting for his spouse or will make him come again.
This is evidence of absence of male tailored strategies. Lack of special programs engaging men is not a new phenomenon as is discussed in Section 3.
In adequate space at the health facilities was observed as greatly discouraging male involvement. This was noted by the health workers too. During the discussion with the District Health Officer, he affirmed that
… these facilities were constructed longtime ago and the government has not added any other structures in a very long time and yet they come up with new programs and strategies now and then without the required infrastructure!
Inadequate infrastructure was noted during antenatal days. It was observed that women were many, and if they had all come with their spouses, the space would be insufficient unless outdoor arrangements would be devised. The findings reveal that, institutional and health system factors have been hindering men participation in MCH.
| Community suggestions on how to increase male participation in MCH
The views and suggestions of respondents in the study area, on how to encourage male involvement in MCH were deemed vital. Health officials at the district, health workers at the centers, and local leaders in the communities were also interviewed. Suggestions included society mobilization, sensitization, and introduction of binding by-laws and regulations. Introducing male focused or male friendly services was also recommended.
It can be deduced from Table 4 that out of 124 respondents, 56% (69) suggested that there should be mobilization and sensitization programs at the grass roots. Respondents noted that there were several community gatherings and associations that could be targeted as entry points to conduct these activities such as men and women clubs. In addition, it was suggested that there was need to build the capacity of VHTs in communities, who would continuously carry out these awareness and sensitization campaigns.
Respondents who thought that introducing by-laws and regulations concerning male involvement in MCH was vital accounted to 22% (27) . It was suggested that there was need for health centers to draft these laws and ensuring enforcement. One of the popular suggestions during the discussions was that unaccompanied woman by a male partner should not be attended to or else a fine paid and funds kept with the VHT to cater for health needs of the communities.
Respondents who thought it is important to introduce male focused or friendly programs at health centers that would motivate men to participate in MCH accounted to 13% (17) . The current programs were viewed as female biased. They mentioned that antiretroviral treatment clinics had, for example, introduced peer groups of people living with HIV, and the clubs had successful programs involving men. They requested for innovative and creative programs such as introducing community health care funds at facilities, such that whenever men came, there would be other activities benefiting them financially.
| DISCUSSION
This paper aimed at understanding the institutional programs and health facility factors encouraging and or discouraging men's participation in MCH in Western Uganda. The findings from this study indicate that institutional and health facility factors have in many ways been discouraging towards male involvement in MCH. Male participation in Kabale, Western Uganda had in previous studies, been noted as low especially in the prevention of emergence obstetric referrals, which is also a segment of MCH. [28] [29] [30] Low participation of men in maternal health care was also noted in Eastern Uganda, whereby only 5% of men accompanied their spouses for Antenatal Care (ANC). 31 However, in Northern Uganda, male partner attendance of skilled antenatal care revealed that 65% of the participants had been involved in their partner's antenatal care activities. This level of participation was above average compared with the findings of this study and others globally. 32 It was noted that men were more active in maternal health care than in child health care, participating in various ways such as making birth plans and meeting labor costs among others. [28] [29] [30] [31] [32] [33] [34] Low male involvement in MCH has been a concern in various regions as noted in other studies that men neither accompany their spouses for maternal health nor child health services. 
Government local leaders
Health facility services do not adequately meet the needs of health care seekers and at the same time, lack integrated activities encouraging the participation of men. 12, 39 Health workers attitudes do not depict the health ethics and integrity of service providers and thus cannot motivate or encourage male involvement. 40, 41 Poor attitude of health workers adversely affect men's capacity to be involved in maternal health services. 13 It is acknowledged that health workers behavior can significantly affect the health outcomes of the women and babies. Thus, programs providing most RH care should ensure reduction of the dangers that can lead to maternal and child mortality. 22, 42 In Eastern Uganda, rudeness and rough handling of the pregnant women by the health workers in the antenatal clinics were some of the health facility factors hindering male involvement in PMCT. 31 Attitudes of health care providers seem to be a major problem in most developing countries. 24, 41 Men were often excluded from participating in routine care because the medical system did not accommodate them even when the men were knowledgeable about prenatal, delivery, or postnatal care. 24, 43 Even when men are involved in antenatal care, they still attend antenatal services as partners and the information relevant to men is the missing link. 9, 22 Other studies also noted that health facilities have been feminized in accordance to the information, education and communication messages. These have been targeting women and ignoring men. 18, 19, 21 This could be attributed to the historical marginalization of men in SRH services noted by Mullick et al concurred by
Helman. 22, 36 Communication in RH programs such as family planning was noted to be geared towards women even when male participation and spousal communication is vital for its success. 15 Gender equity has not been mainstreamed in health systems regarding the health information and literature. 7 There is a deficit in health system financing including gender responsive budgeting. Various scholars have highlighted that the health information system does not target male involvement. 15, 22, 36 Percival et al disagrees with these studies and highlights that in Uganda, maternal health information has been gender responsive. 7 Walston also noted that in Cambodia, while most RH services operate an "open-door" policy for men, the number of specific initiatives directed at men was limited. 42 Barriers to male involvement in the PMCT program were also related to poor health system. 31 Mullick et al and Kululanga et al also concur that men would be involved in health care service delivery systems, if shortcomings in health facilities were not prevalent. 18, 22 Lwanga et al sums up the health facility problem as complex, lacking privacy, confidentiality, and comfort. Notably, these exclude men's participation in MCH. 13 Studies conducted in different regions by different scholars and in varying periods particularly in Africa have noted that institutional and health facility factors have not been conducive for male involvement.
| CONCLUSION
Institutional and health facility factors have discouraged male involvement in MCH. On one hand, the health workers' attitude depicts inappropriate ethics and integrity of service providers and thus cannot promote male involvement.
On the other hand, the infrastructure and programs do not accommodate men's health needs to influence participation in MCH. Lessons to encourage male participation should be drawn from other RH successful programs. Community sensitization is substantial to the transformation of social cultural values associated with male participation in MCH. There is need for creative and innovative strategies encouraging male participation in line with development trends. Adequate infrastructure should be put in place and motivation of health care staff should be crucial for successful implementation of these strategies.
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